The US Preventive Services Task Force (USPSTF) makes recommendations about the effectiveness of specific preventive care services for patients without related signs or symptoms.
It bases its recommendations on the evidence of both the benefits and harms of the service and an assessment of the balance. The USPSTF does not consider the costs of providing a service in this assessment.
The USPSTF recognizes that clinical decisions involve more considerations than evidence alone. Clinicians should understand the evidence but individualize decision-making to the specific patient or situation. Similarly, the USPSTF notes that policy and coverage decisions involve considerations in addition to the evidence of clinical benefits and harms.
SUMMARY OF RECOMMENDATION AND EVIDENCE
The USPSTF concludes that the current evidence is insufficient to assess the balance of benefits and harms of screening for speech and language delay and disorders in children aged 5 years or younger (I statement). (See the Clinical Considerations section for suggestions for practice regarding the I statement.)
RATIONALE Importance
Speech and language delays and disorders can pose significant problems for children and their families. Children with speech and language delays develop speech or language in the correct sequence but at a slower rate than expected, whereas children with speech and language disorders develop speech or language that is qualitatively different from typical development. Differentiating between delays and disorders can be complicated. First, screening instruments have difficulty distinguishing between the 2. Second, although the majority of school-aged children with language disorders present with language delays as toddlers, some children outgrow their language delay. 1 Information about the prevalence of speech and language delays and disorders in young children in the United States is limited. In 2007, ∼2.6% of children ages 3 to 5 years received services for speech and language disabilities under the Individuals With Disabilities Education Act (IDEA). 2 In 1 population-based study in 8-yearolds in Utah, the prevalence of children with communication disorders (speech or language) on the basis of special education or International Classification of Diseases, Ninth Revision, classifications was 63.4 cases per 1000 children. 3 The prevalence of isolated communication disorders (ie, children without a concomitant diagnosis of autism spectrum disorder or intellectual disability) was 59.1 cases per 1000 children.
Information on the natural history of speech and language delays and disorders, including how outcomes may change as a result of screening or treatment, is also limited.
Detection
The USPSTF found inadequate evidence on the accuracy of screening instruments for speech and language delay for use in primary care settings. Several factors limited the applicability of the evidence to routine screening in primary care settings.
The USPSTF also found inadequate evidence on the accuracy of surveillance (active monitoring) by primary care clinicians to identify children for further evaluation for speech and language delays and disorders.
Benefits of Early Detection and Intervention
The USPSTF found inadequate evidence on the benefits of screening and early intervention for speech and language delay and disorders in primary care settings.
The USPSTF found inadequate evidence on the effectiveness of screening in primary care settings for speech and language delay and disorders on improving speech, language, or other outcomes. Although the USPSTF found evidence that interventions improve some measures of speech and language for some children, there is inadequate evidence on the effectiveness of interventions in children detected by screening in a primary care setting.
The USPSTF found inadequate evidence on the effectiveness of interventions for speech and language delay and disorders on outcomes not specific to speech (eg, academic achievement, behavioral competence, socioemotional development, and quality of life).
Harms of Early Detection and Intervention
The USPSTF found inadequate evidence on the harms of screening in primary care settings and interventions for speech and language delay and disorders in children aged 5 years or younger.
USPSTF Assessment
The USPSTF concludes that the evidence is insufficient and that the balance of benefits and harms of screening and interventions for speech and language delay and disorders in young children in primary care settings cannot be determined.
CLINICAL CONSIDERATIONS Patient Population Under Consideration
This recommendation applies only to asymptomatic children whose parents or clinicians do not have specific concerns about their speech, language, hearing, or development. It does not apply to children whose parents or clinicians raise those concerns; these children should undergo evaluation and, if needed, treatment.
This recommendation discusses the identification and treatment of "primary" speech and language delays and disorders (ie, in children who have not been previously identified with another disorder or disability that may cause speech or language impairment).
Suggestions for Practice Regarding the I Statement

Potential Preventable Burden
Information about the prevalence of speech and language delays and disorders in young children in the United States is limited. In 2007, ∼2.6% of children ages 3 to 5 years received services for speech and language disabilities under IDEA. 2 Childhood speech and language disorders include a broad set of disorders with heterogeneous outcomes. Information about the natural history of these disorders is limited, because most affected children receive at least some type of intervention. However, there is some evidence that young children with speech and language delay may be at increased risk of language-based learning disabilities. 4 
Potential Harms
The potential harms of screening and interventions for speech and language disorders in young children in primary care include the time, effort, and anxiety associated with further testing after a positive screen, as well as the potential detriments associated with diagnostic labeling. However, the USPSTF found no studies on these harms.
Current Practice
Surveillance or screening for speech and language disorders is commonly recommended as part of routine developmental surveillance and screening in primary care settings (ie, during well-child visits). 5 In practice, however, such screening is not universal. The previous evidence review 6 found that 55% of parents reported that their toddler did not receive any type of developmental assessment at their well-child visit, and 30% of parents reported that their child's health care provider had not discussed with them how their child communicates. 7 In a 2009 study, approximately half of responding pediatricians reported that they "always or almost always" use a standardized screening tool to detect developmental problems in young children; ∼40% of respondents reported using the Ages and Stages Questionnaire (ASQ). 8 The USPSTF distinguishes between screening in primary care settings and diagnostic testing, which may occur in other settings.
Assessment of Risk
On the basis of a review of 31 cohort studies, several risk factors have been reported to be associated with speech and language delay and disorders, including male sex, family history of speech and language impairment, low parental educational level, and perinatal risk factors (eg, prematurity, low birth weight, and birth difficulties). 9 
Screening Tests
The USPSTF found inadequate evidence on specific screening tests for use in primary care. Widely used screening tests in the United States include the ASQ, the Language Development Survey (LDS), and the MacArthur-Bates Communicative Development Inventory (CDI).
Interventions
Interventions for childhood speech and language disorders vary widely and can include speech-language therapy sessions and assistive technology (if indicated).
Interventions are commonly individualized to each child's specific pattern of symptoms, needs, interests, personality, and learning style. Treatment plans also incorporate the priorities of the child, parents, and/or teachers. Speech-language therapy may take place in various settings, such as speech and language specialty clinics, the school or classroom, and the home. Therapy may be administered on an individual basis and/or in groups, and may be childcentered and/or include peer and family components. Therapists may be speech-language pathologists, educators, or parents. The duration and intensity of the intervention depend on the severity of the speech or language disorder and the child's progress in meeting therapy goals.
Other Approaches to Prevention
The USPSTF recommends screening for hearing loss in all newborn infants (B recommendation). The USPSTF is developing a recommendation on screening for autism spectrum disorder in young children. These recommendations are available on the USPSTF Web site (www. uspreventiveservicestaskforce.org).
Useful Resources
All states have designated programs that offer evaluation and intervention services to children ages 0 to 5 years. IDEA is a law that ensures early intervention, special education, and related services for children with disabilities in the United States. Infants and toddlers (birth to age 2 years) with disabilities and their families may receive early intervention services under IDEA part C, whereas children and adolescents (ages 3-21 years) may receive special education and related services under IDEA part B. 10 
OTHER CONSIDERATIONS Research Needs and Gaps
The USPSTF identified several evidence gaps, including a critical need for studies specifically designed and executed to address whether systematic, routine screening for speech and language delay and disorders in young children in primary care settings leads to improved speech, language, or other outcomes. Studies on the feasibility of speech-and language-specific screening as part of routine developmental screening and that identify the most effective screening instruments are needed. Studies on the potential harms of screening and interventions are also needed.
Information about the prevalence of speech and language delays and disorders in young children in the United States is lacking. More information about the specific factors associated with intervention effectiveness, including the potential effects of age at diagnosis, age at treatment, treatment type, and treatment duration, is needed.
DISCUSSION
Burden of Disease
According to the American SpeechLanguage-Hearing Association, speech sound disorders affect 10% of children. The estimated prevalence of language difficulty in preschool-aged children is between 2% and 19%. Specific language impairment is one of the most common childhood disorders, affecting 7% of children. More than 2 million Americans stutter, half of whom are children. 11 Childhood speech and language disorders include a broad set of disorders with heterogeneous outcomes. Young children with speech and language delay may be at increased risk of learning disabilities once they reach school age. 4 Children with speech sound disorders or language impairment are at greatest risk of being diagnosed with a literacy disability, 12 including difficulty with reading in grade school [13] [14] [15] [16] and/or with written language. 17 The risk of poor outcomes is greater for children whose disorders persist past the early childhood years and for those who have lower IQ scores and language impairments rather than only speech impairments. 18 Children who are diagnosed with language delays may have more problems with behavior and psychosocial adjustment, which may persist into adulthood. 19, 20 
Scope of Review
To update its 2006 recommendation statement, the USPSTF commissioned a systematic evidence review on screening for speech and language delay and disorders in children aged 5 years or younger. The USPSTF reviewed the evidence on the accuracy of screening in primary care settings, as well as the role of surveillance (active monitoring) by primary care clinicians to identify children for further diagnostic evaluation and interventions for speech and language delays and disorders. The USPSTF also evaluated evidence on whether screening and interventions for speech and language delay and disorders lead to improved speech, language, or other outcomes, as well as the potential harms associated with screening and interventions.
The evidence review focused on speech and language delays and disorders with a "primary" or developmental etiology. That is, the review was limited to studies in children who had not been previously identified with another disorder or disability that may cause speech or language impairment. The review excluded studies that focused on acquired, focal causes of speech and language delay. Although abnormal speech and language development may be associated with autism spectrum disorder, this review did not evaluate screening for autism spectrum disorder. The USPSTF is currently reviewing the evidence on screening for autism spectrum disorder for a separate recommendation statement.
The evidence review focused on studies conducted in children aged 5 years or younger in which any child who screened positive received formal diagnostic assessment for speech and language delays and disorders by 6 years of age. Studies of treatment and/or intervention outcomes were not restricted by age at treatment but focused primarily on toddlers and preschool-aged children.
The evidence review included randomized controlled trials and other systematic reviews, as well as cohort studies of screening and surveillance for speech and language delays and disorders. The USPSTF focused on screening instruments specific to speech and language conditions, as well as more general developmental screening tools with speech and language components. All tools needed to be feasible for use in primary care or the results had to be interpretable within a primary care setting. For surveillance studies, the USPSTF considered processes of monitoring speech and language in primary care settings rather than formal screening instruments. Screening and surveillance studies had to be conducted or results had to be interpretable in primary care settings. In contrast, treatment studies were not limited by study setting, which included speech and language clinics, schools, and/or home settings.
The current review differed somewhat from the previous review in that it focused on screening tools that can be administered within the usual length of a primary care visit (#10 minutes) or those that require .10 minutes and are administered outside of a primary care setting, if the results can be readily interpreted by a primary care clinician. The current review also focused on studies in patients without known causes of speech and language delay (because these are the patients most likely to be identified through screening).
Accuracy of Screening Tests
The USPSTF identified 24 studies (5 good-and 19 fair-quality) 9 that evaluated the accuracy of 20 different screening tools. The majority of studies included 2-and 3-year-olds, but the ages varied. Recruitment techniques and venues included advertisements, birth registries, early childhood programs, university research programs, medical practices, and school registration and entrance medical examinations. Test performance characteristics varied widely. Parent-administered screening tools generally performed better than other tools. Among parent-administered tools, sensitivity was generally higher for the CDI, the Infant-Toddler Checklist, and the LDS.
Specificity was comparable across the CDI, the LDS, and the ASQ.
The applicability of the evidence to screening in primary care is limited by several factors. Most studies focused on prescreened populations with a relatively high prevalence of language delays and disabilities (usually .10%). The USPSTF found it difficult to compare the performance of individual screening tools across populations because individual studies used different tools and outcome measures in different populations and settings. Included studies used well-regarded instruments used by speech-language pathologists as reference standards; however, individual studies used different reference standards. In addition to small sample sizes, some studies were conducted in countries with health care systems that are not comparable with that of the United States.
The USPSTF identified no studies on the accuracy of surveillance of speech and language development by primary care clinicians.
Effectiveness of Early Detection and Interventions
The review for the USPSTF identified 1 poor-quality randomized controlled trial of screening for language delays in children ages 18 and 24 months that followed outcomes at ages 3 and 8 years. 21 This cluster-randomized trial and follow-up study was conducted in 9419 children at 55 child health centers in 6 geographic regions of The Netherlands. Outcomes included the percentage of children who attended a special school, percentage who repeated a class because of language problems, and percentage who scored low on standardized language tests. The authors concluded that screening toddlers for language delay reduces requirements for special education and leads to improved language performance at age 8 years. However, the study was rated as poor quality, and therefore not included in the USPSTF's deliberation, because of several limitations, including the following: suboptimal rates of screening and low retention of trial subjects, reliance on indirect measures of speech and language outcomes in school-aged children (instead of individualized testing), lack of blinding to screening or treatment status by teachers and parents who assessed outcomes, and lack of adjustment for other potential reasons for placement in special education.
The USPSTF identified 13 fair-or good-quality studies on the potential benefits of treatment interventions for children diagnosed with specific speech and language delays and disorders that reported inconsistent findings on speech and language outcomes. 9 The majority of the trials reported improvements in speech and language measures. However, the applicability of this evidence to routine screening in a primary care setting is limited, because many of the studies were conducted in very high risk populations (ie, high-prevalence populations). In addition, these studies did not report treatment effectiveness in children whose speech and language delay had actually been detected by screening; instead, the delays had often been identified as a result of parent or teacher concerns. A majority of the intervention studies were conducted outside of the United States, which could also limit the applicability of findings.
The USPSTF identified 4 fair-or goodquality studies that reported inconsistent findings on other outcomes, including socialization, reading comprehension, parental stress, and child well-being or attention level.
Potential Harms of Screening and Interventions
The USPSTF identified no studies on the potential harms of screening in primary care settings for speech and language delays and disorders, such as labeling or anxiety. The USPSTF identified 2 studies (1 fair-quality and 1 good-quality) on the potential harms of treatment that reported inconsistent findings. 9 The treatment group of 1 study reported reduced parental stress, whereas another study reported no effect on child well-being or attention level. Treatment harms were generally not measured or reported; the 2 included studies reported few data on a limited number of outcomes.
Estimate of Magnitude of Net Benefit
The USPSTF found inadequate evidence on the accuracy of screening or surveillance for speech and language delay and disorders in primary care settings. The USPSTF found inadequate evidence on the potential benefits of screening in primary care settings and treatment on speech, language, or other outcomes. The USPSTF found adequate evidence that treatment is associated with improvements in some speech and language measures, but inadequate evidence on its effectiveness in screen-detected children. The USPSTF found inadequate evidence on the association between treatment and outcomes other than speech and language. The USPSTF found inadequate evidence on the potential harms of screening in primary care settings and treatment of speech and language delay and disorders. Therefore, the USPSTF concludes that the evidence is insufficient and that the balance of benefits and harms of screening in primary care settings for speech and language delays and disorders in young children cannot be determined.
Response to Public Comment
A draft version of this recommendation statement was posted on the USPSTF Web site from November 18 to December 15, 2014. In response to public comment, the USPSTF clarified that this recommendation applies only to asymptomatic children whose parents or clinicians do not have specific concerns about their speech, language, hearing, or development. The USPSTF also emphasized that this recommendation applies only to screening in primary care settings, and it noted the distinction between screening in primary care settings and diagnostic testing, which may occur in other settings. The USPSTF also noted that this recommendation does not evaluate screening for autism spectrum disorder, which the Task Force will address in a separate recommendation statement. The USPSTF also called for research on socioeconomic and other factors associated with risks, assessment, and management of speech and language delay and disorders in children.
UPDATE OF PREVIOUS USPSTF RECOMMENDATION
This recommendation replaces the 2006 USPSTF recommendation on screening for speech and language delay in preschool-aged children. The current recommendation is consistent with the previous recommendation, which concluded that the evidence on the routine use of brief, formal screening instruments in primary care settings to detect speech and language delay in children aged 5 years or younger is insufficient.
RECOMMENDATIONS OF OTHERS
The American Academy of Pediatrics 22 recommends that developmental surveillance be incorporated at every well-child preventive care visit for children from birth through age 3 years. It also recommends that any concerns raised during surveillance should be promptly addressed with standardized developmental screening tests. In addition, it recommends that screening tests should be administered regularly at
